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WHAT'S ALL THIS ABOUT EVALUATION? 


Editorial 


There is a good deal of interest in the subject 
of evaluation these days. The Christian Medical 
Commission is receiving many requests for 
assistance aS groups prepare to carry out 
evaluation exercises in a variety of health 
projects and programmes. Articles dealing with 
evaluation are appearing in a wide range of 
publications. Professional training is offered 
by universities in the skills of epidemiological 
and operational evaluation. Donor agencies 
have begun to look to evaluation as a means 
to examine ‘cost-effectiveness” and whether 
a given investment is truly a productive commit- 
ment. We have heard the complaint registered 
that many programmes do not have a built-in 
mechanism to facilitate evaluation and thus 
cannot be shown to have had an impact on 
the human condition. A good many organiza- 
tions are hiring professional evaluators to do 
evaluations, and their reporis often determine 
the entire future of programmes and the people 
involved in them. 


Well, what's it all about? Is it good or bad? 
The question is posed this way because there 
are many reactions to this current stress on 
evaluation which fall on both sides of the 
question. 


We should make it clear from the outset that 
we do not minimize the need for evaluation. 
It is important that we have the chance to look 
objectively at the new approaches that are 
being taken in health care and community 
(human) development. Only in this way will 
the necessary lessons be learned, only in 
this way will the progress to greater justice 
and participation in health care be maintained, 
only in this way will the dynamics of self- 
reliance and sustainability in health be realized. 


Yet it is true that many people in the field 
— those actually involved on the front line of 
health and development work — resent this 
growing pressure to get their work evaluated. 
What is behind this resistance to evaluation? 


Some of the voices that express reservations 
about this emphasis come from the leaders of 
exemplary and long-established community- 
based health programmes. Many among these 
simply began to work in quiet and creative 
ways in response to local needs. True, some 
of these efforts began without the benefit of 
feasibility studies or baseline surveys. Some 
do not have procedures built into the work to 
collect data as they go along. Many of these 
are precisely the same programmes that have 
taught us so much about the dynamics of 
community motivation and people's participa- 
tion. Must these programmes now be told 
they cannot show us_ what they have 
accomplished ? 


Some of the resistance is also due to the role 
that many “expert evaluators’’ have played. 
These consultant experts are usually from 
an industrialized country and often lack field 
experience in the actual type of work they are 
being asked to evaluate. Some have never 
before visited the country of the project, and 
there is often a language barrier. The critical 
look they take at a programme is often carried 
out according to check lists that are incom 

prehensible to the local people or irrelevant 
to locally perceived needs. The resentment of 
the project workers is understandable then, 
when the report of the “expert” is taken as 
true and reliable and ‘scientific’ by the 
sponsoring agency, and overshadows anything 
the local workers may say. This is further 
compounded when the ‘'weaknesses’” and 
“failure to meet needs” identified in the evalua- 
tion impose changes on the project, changes 
which do not reflect local needs or priorities. 


Evaluation techniques have received their 
greatest attention in industrialized countries. 
This is clear from the academic slant and 
the North American language found in so 
much of the writing on this subject. It is 
essential that we learn the lessons that other 
sectors have taught, that the ““Western model” 


is not necessarily the appropriate one for 
programmes in the developing countries. Some 
are now calling for more appropriate evaluation 
techniques which can help the local workers 
and members of the community to do their 
own evaluation. Needed are methods which 
can deal with the human values which are so 
important in community-based programmes; 
with changes that are often not measurable 
by “indices”; with the growing involvement, 
responsibility and mobilization of people — 
conscientization, if you will. If we fail to see 
these problems, we may impose yet another 
system on others that will create transcultural 
tensions and oblige us to learn the lesson 
again. 


Let us look for an evaluation style that 
recognizes the dignity and validity of the 
local people and that does them justice. To 
erve the people whose lives are affected by 
a given programme, evaluation can best be 
a local process at every step. The local workers 
and the community can be a part of the base- 
line studies — “making the community 
diagnosis” (cf. CONTACT 40, August 1977, 
and CONTACT 43, February 1978). The 
keeping of records and the continuous gathering 
of information from the initiation of a project 
are also important. But what about that ‘final 
evaluation” or ‘’mid-stage evaluation” that is 
getting so much attention? The first question 
that needs to be asked is, For whom is the 
evaluation intended, and to what purpose? 
Any evaluation that is not intended to improve 
the capacity of the community and the project 
staff to meet local needs more effectively, any 

valuation that is merely for the information of 
Gvisice agencies is little more than exploita- 
tion in a new form. 


A particularly exciting style of evaluation has 
been proposed by Michel Seguier in a book 
published by INODEP, Paris.* The book is 
available only in French and Spanish at this 
moment. It bears the title Critique /nstitution- 
nelle et Créativité Collective (‘‘Institutional 
Criticism and Collective Creativity’). It is based 
in part on the “conscientization’” methods of 
Paulo Freire. The author has proposed that 
the staff and community involved in a pro- 
gramme collectively go through a process of 
dialogue and analysis of how successful they 
have been in meeting the goals and objectives 
which they set at the beginning. It offers a 
methodology for critically looking at the inter- 
relations between the society and the institution 
or programme. The method is a dynamic 
process by which all those involved can go 
back to first principles, regain the momentum 
of their commitment, and together shape the 
future of their collaboration. We believe that 
this work offers a new approach to evaluation. 


* *K * 


As an example of evaluation methodology, we 
have chosen for this issue of CONTACT an 
article showing a field methodology for planning 
and evaluation of ambulatory health services. 
This successfully incorporated an approach to 
the voice and perceptions of the community 
in an urban area of Colombia. It is presented 
here, not as the last word in evaluation, but 
as one model we can share. We are all on 
the quest for better methods in this business 
of human development. 


* INODEP (Institut pour le Développement des Peuples) 
34, avenue Reille F-75014 PARIS, France 
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I. INTRODUCTION 


One of the problems facing health care planners 
all over the world is how to go about extending 
their services so that those who are not 
receiving care will at least have services 
available to them. This is often called “extending 
the coverage’. Coverage is defined as the 
percentage of people with a condition (or 
need) who receive care among all persons 
with that condition in the population. An 
increase in coverage will only come about if 
the services provided are consistent with the 
needs of the community. 


The health care planners of the Government of 
Colombia (South America) were confronted 
with just this challenge. They set for themselves 
the goal of providing a progressive health 
service structure, moving stepwise from primary 
care in the community and referral to more 
complex and specialized levels of care. They 
knew that they needed to extend their coverage. 
To reach that goal within their available 
resources meant that inappropriate use of 
services (use which takes place when there is 
no need for the service) should decrease, while 
the services should be extended to those in 
need but not making use of the services. It 
was decided that a study would be necessary 
to obtain information from each level of ser- 
vice providing public outpatient (ambulatory) 
Care, as well as from the community people in 
the areas where public health facilities were 
located. This second part of the study, the 
community survey, was essential to gain infor- 
mation about the people who do not actually 
make use of the health service. 
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The level of population need and use must be® 
determined in order to measure an increase 
in coverage. The improvement of health service 
methods is more easily planned and eva/uated 
if it is known how the people actually make 
use of existing services, and especially if 
it is known why some community members 
do not use the services (the ‘nonusers’”). 
The nonuser portion of the population consists 
of: (1) people who are not eligible for services, 
(2) people who are not in need of services, 
and (3) people who are eligible and in need 
of services but do not use them. Some effort 
must be made to determine the relative size 
of each of these groups within the community, 
since they will make a significant difference in 
setting planning objectives and later as an 
evaluation of the results is carried out. @ 
Ss 


A community survey should obtain the view 
of users and nonusers of the health services 
about the services available to them. Their 
opinions about the care and what is needed 
should become an important part of the deci- 
sion-making process, both with reference to 
the services provided and to the way informa- 
tion can better be exchanged in a continuing 
way between the health services and the 
community. 


This paper is a description of a method which 
can be used to survey and study the “users” 
and “nonusers” of a health care service. The 
project* which served as the basis for this 


* The project was funded by Grant No. 72-003 from 
Rockefeller Foundation to the University de Valle, 
Cali, Colombia, and was performed with resources of 
the Program for Research and Development of Health 
Services, “-PRIDES’’ Colombia/PAHO/WHO. 


paper concentrated on government ambulatory 
services in an urban area of Colombia. The 
majority of the city’s inhabitants depended on 
the public sector for care. It was, therefore, 
a large system, and affected many people who 
could not afford medical care from private 
physicians. | believe that this study method 
can be readily adapted to rural health care 
programmes as well. 


ll. METHODS 
A. OBJECTIVES OF THE STUDY: | 


1. To describe the structure and functions of 
the existing ambulatory medical care services. 


2. To describe the characteristics of service 
users (those who actually come for care) 
@ and of the community population. 


3. To explain problems in the way the services 
are used and relate these, where possible, 
to factors in the health services and in the 
community itself. 


4. To suggest alternative ways of providing 
care that will improve coverage and the 
appropriateness of use. 


B. FACTORS STUDIED TO MEET THE EVAL- 
UATION OBJECTIVES STATED ABOVE: 


1. Structure and function of the ambulatory 
health services 
9 capacity 
location 

type of equipment and facilities 

cost of care given 

hours each day the facility is open for 

care 

f. number of consultations per physician 
daily 

g. screening of patients (‘triage’) 

h. criteria by which patients are considered 
eligible for care 

i. Waiting times 

j. activities per month or year 

k. range of services and _ programmes 
offered. 


a 


2. Characteristics of service users and of the 
community population 


a. the extent to which use is made of the 
health services 


1) % of the population that actually 
uses the services 

2) coverage: % of persons with a condi- 
tion who receive appropriate care 
among all persons in the population 
with the same condition 

3) frequency of use: number of times a 
service is used by the average patient 
over a period of time 

4) volume of use: number of different 
services used for a single condition 
by a patient over a period of time 

5) pattern of use: the actions taken by 
people of the community when they 
become ill 


b. determining the need for care 


1) the need for care felt by the person 

2) the clinical need determined by the 
health worker 

3) seriousness of condition: as perceived 
by the person and by the health 
worker 

4) immunizations received 

5) pregnancy within past 6 months 


c. characteristics of the patient and general 
population 


1) socio-demographic and environmental 

2) attitudes and knowledge about health, 
illness and the services provided 

3) income, membership in a_ health 
insurance programme 


d. determining the amount of appropriate 
use and nonuse of service; for those in 
the population who become ill, one 
needs information on the condition, 
seriousness of it, and service used (if 
any). 


e. it is important to analyse the reasons why 
a given sick person chooses to use (or 
not to use) the health services; the 
reasons may be personal, cultural, or 
related to the referral system, transporta- 
tion factors or cost. 


C. STUDY AREA AND POPULATION: 


The study area was chosen in cooperation with 
the city health department. This area was 
selected because the majority of the people 
living there depend on public services for 
their health care. The area consists of 28 
barrios (neighbourhoods) and_ contained 
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239, 343 inhabitants, or about one quarter of the 
total population of the city. There are eight 
health centres located there and all were 
included in the study. The medical care pro- 
vided at these centres is carried out mainly 
by physicians. 


Two public hospitals with ambulatory care are 
located in the city: a university teaching 
hospital and a general hospital. The emergency 
rooms and outpatient departments operated 
by these hospitals were included in the study. 


D. STUDY DESIGN: 


The studies were carried out on the health 
services and within the population using 
sampling methods designed to give a fair 
crosssection picture of the situation. The study 
of the services and the population survey 
were carried out simultaneously. For a variety 
of reasons, the survey period had to be limited 
to a period of one month. 


E. STUDY SAMPLING METHODS: 


There are a number of theories and formulas 
to help in the decisions that must be made 
on how to take a proper sample. To this must 
be added common sense and considerations 
of available resources (time, money, manpower) 
and the types of analysis desired. 


1. Health services: This includes the hospital 
emergency rooms and outpatient depart- 
ments and the health centres. A systematic 
sample was taken of persons arriving for 
care during one month. The intent was to 
obtain equal size samples from all health 
services included in the study. The desired 
size was 1000 users from each facility 
included in the study. In those centres 
with fewer than 1000 patients per month, 
a 100% sample was taken, that is, all 
persons coming to the service in the month 
entered the study. In centres with many 
more than 1000 patients per month, a 
sampling formula was used to determine 
how many arriving patients should be 
studied. This was based on the total number 
of patients seen in the same month of the 
previous year. The formulas provide greater 
statistical accuracy, but it can be seen that 
in a centre which provided care for between 
6000 and 7000 patients in one month, 
approximately every sixth patient would 


need to be interviewed. (For more informa- 
tion on sampling formulas and theory, 
please contact the author of this article. 
Editor's Note) 


. Population of the area: 


Each barrio was treated as a separate unit 
for sampling. The barrios needed to be 
analysed in two stages, by blocks (ge- 
ographical units, each with an average of 
37 houses) and by households (all persons 
who live and eat together). Everyone in a 
selected household was included in the 
study. The intent was to obtain an equal 
proportion of blocks from each barrio, and 
an equal proportion of households from 
each selected block. The selected blocks 
were to be evenly distributed geographically 
throughout the barrio so that distance to 
the health services was partially controlled. @& 
The selection was divided into two stages: 
select 1 out of every 10 blocks and then 1 
out of every 6 households. With an estima- 
ted 5 persons per household, a sample size 
of a least 600 households and 3000 people 
was expected. 


An accurate map of the area was used. 
Multiple housing units (apartments, etc.) 
were noted since these increase the size 
of the block. The blocks were numbered 
in a zigzag fashion per barrio to avoid 
biasing the systematic sample. A starting 
number between 1 and 10 was chosen at 
random for each barrio, and then every 
tenth block was chosen. A list was also 
made of all households residing on the 
selected blocks. The number of persons pe 
household was obtained as well as the 
number of household members who had 
used a health service in the previous month. 
The households were numbered  con- 
secutively per barrio, a starting number 
between 1 and 6 was chosen at random, 
and the systematic sample was selected 
for each barrio separately. 


. INFORMATION COLLECTION METHODS: 


. Personal interview technique 


This technique was considered preferable 
to a review of health service records, since 
the records provided no information on 
multiple use of services for an illness, on 
referral patterns, or on reasons for choosing 
One service rather than another service. 


Furthermore, health service records can be 
very inadequate sources about what is 
happening in the community. Records may 
be missing from the file or they may lack 
information on the factors under study. If 
the percentage of service users in a 
community is low, the records do not 
provide a representative picture of the whole 
community. 


Decisions on the content of the interviews 
were made together with health centre and 
hospital administrators from the city health 
department. The interview questions were 
pretested to ensure that the words and 
questions used were understandable to the 
people and had only one meaning. A 
special coding form was prepared to assist 
in the analysis of the information received. 


. Interviewer selection and training 


Literate men and women interested in the 
study were chosen from the area. They had 
to be capable of relating well to the people 
interviewed, able to ask questions without 
biasing answers, and willing to work 
evenings and at night (in the emergency 
rooms). A one-week training period was 
carried out in order to present the study, 
explain the interviewing methods and give 
the interviewers experience through role- 
playing. 


A pilot project was conducted during the 
first week to test out the method and 
provide careful supervision of the new 
interviewers. The supervisors provided 
continuous retraining throughout the study, 
especially in asking attitude and knowledge 
questions. There was one supervisor for 
each 6 to 7 interviewers in order to 
maintain supplies, help with problems and 
check each interviewer's work daily for 
accuracy and completeness. 


. Pilot study 


The entire study plan was implemented in 
each sector (hospitals, health centres and 
community). This included sampling, inter- 
viewing and coding of data. Many practical 
and valuable lessons were learned, and 
the “real’’ study proceeded very nicely after 
changes were made as_ suggested by 
experience with the pilot study. 


To be of service, a pilot study must be 
large enough to allow various kinds of 


problems to be seen and to produce enough 
data to allow for a first set of basic calcula- 
tions. The information obtained should be 
carried through the initial analysis in order 
to be sure needed information has been 
collected and in a form to permit the kind 
of analysis desired. Changes will have to be 
made after the pilot study; thus it is 
necessary to allow one or two weeks for 
modifying the interview forms and retraining 
the interviewers. 


. Health service structure and function 


Interviews were held with administrators 
and appropriate directors of health services 
and programmes. Details on the manner in 
which patients and medical records were 
handled in each institution had to be 
gathered from first-hand observation. Emer- 
gency room and outpatient department 
activities were observed for one week. This 
helped to decide on the number of inter- 
viewers required and the best way for 
them to do their work. 


. Methods used in the health services 


The survey was carried out using the 
interview method during the regular hours 
in which the centres were open for care. 
In the case of the emergency rooms, this 
was 24 hours a day. Three types of inter- 
viewers were needed: 


a. The receptionist of the facility was asked 
to list every person coming for care, 
determine which person fell into the sam- 
ple, assign an interviewer, and conduct a 
short interview with the departing patient 
about satisfaction with care and intent 
to comply with suggested therapy. 


b. Our project interviewers questioned the 
patients more fully. For patients under 
15 years old and for persons unable to 
answer for themselves, the mother or 
companion was interviewed. This was 
usually done while the patient was 
waiting for care, at an average rate of 
two interviews per hour per interviewer. 


c. Certain interviewers were assigned to 
question the attending physicians about 
the diagnosis and severity of the condi- 
tion of the study patients. 


. Methods used in the community 


Twelve interviewers were assigned to the 
households selected by the sampling 
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methods mentioned above. It was possible 
for each interviewer to complete interviews 
in approximately three households per day. 
Every adult in the house was interviewed. 
Mothers of children under 15 years of age 
responded on their behalf. Most of the 
interviews were conducted between 2 PM 
and 9 PM in order to find as many people 
at home as possible (the men of the house 
were generally home only in the evening). 


It was found useful to conduct a validity 
check to verify information received during 
the community survey. This was done for 
both users and nonusers by looking up 
the medical records of a sample of those 
interviewed. In this way, a rate of mis- 
reporting could be calculated and the type 
of incorrect information usually given could 
be determined. This double check can help 
to interpret the total information received 
from the interviews. 


G. DATA PROCESSING: 


All the information collected was coded and 
analysed by computer. A number of statistical 
methods were employed to yield the most 
information that would be of help to the 
health planners. 


lll, RESULTS 


A. GENERAL OBSERVATIONS ON_ THE 
SAMPLING RESULTS: 


A crosscheck between the community informa- 
tion gathered in the sampling and a recent 
census showed that the sample was reason- 
ably like the rural population described in the 
census. Samples that related to the separate 
health units showed, however, that each service 
facility served a select and somewhat different 
population. In addition, those who came to 
the public health services for care were not 
representative of the community from which 
they came, and each facility showed distinctive 
differences. (see Table |!) 


B. INFORMATION PROVIDED BY HEALTH 
SERVICE USER DATA: 


1. % of “users” in the population 

2. Place of residence of the user in relation 
to the location of the health facility 

3. Intensity of use by old and new patients 


4. Frequency of use by registered patients 
over a time period 

5. Patient experience in the health unit: waiting 
times, type of examinations, follow-up 

6. Indications of what could be done to 
improve services 

7. Assessment on whether most patients were 
at the appropriate level of care, i.e., were 
they at the minimal level where quality 
care could be provided within the ambulatory 
services ? 

8. Use of the referral system: referred in by 
self or by a physician; does the question 
of who refers the patient in affect how 
many actually get to the appropriate level 
of care? 


C. INFORMATION PROVIDED BY COMMU- 
NITY SURVEY DATA: 


1. Coverage: G 
a. % of people with illness who use the 
services 
b. % of pregnant women who receive ante- 
natal care 


c. % of deliveries attended by medically 
trained workers; 
% which take place in a medical facility 
d. % of children under five years of age 
who are immunized. 


2. Pattern of care: 


a. where do people seek care for illness: 
hospitals, physicians, health centres, 
pharmacists, traditional curers, etc. ? 

b. how many use more than one service 
for an illness ? 

c. how many of those in need do not sec@ 
treatment ? 

d. how far do sick people travel in search 
of care? do they bypass the facility 
that is immediately at hand? 

e. does income, education, sex, age, etc. 
influence the pattern? 


3. Differences between users and nonusers 
4. Morbidity patterns 


5. Perceptions about available services: 


a. reasons for nonuse when ill, pregnant or 
for a child under five years old 

b. what needs to be improved in services in 
the view of the community ? 


6. Lack of coverage: % of nonuse among 
persons ill and incapacitated. 


IV. SUMMARY 


Carrying out a survey of this nature can provide 
a surprising amount of information about the 
functioning of a health care system. It can 
throw light on the effectiveness of a stepwise 
increase in comprehensiveness of services and 
whether this in fact does lead to appropriate 


majority) are cared for at the level of the 
health posts and centres, with relatively few 
actually reaching levels of secondary and 
tertiary care. It will give some indication of 
how many do not get the care they need and 
why. It should offer considerable help to 
planners so that points at which the system 
fails to meet community need can be identified 


care for those who are ill. It will show whether 
those with early and simple complaints (the 


and modifications to correct and improve the 
services can be made. 


TABLE | 


SELECTED PERSONAL CHARACTERISTICS OF USERS 
AND THE COMMUNITY 


Sex Age Income Education Social 
% Female median median median Security 
Study Groups in years monthly in years Affiliation 
pesos y 


(30 = US$1) 


Health Centre Users 


University hospital 
emergency room 
outpatient dept. 72.0 25.8 4.1 125 


ae 


Source: PRIDES, 1977: Table 2-1. 


* 


Comparable data not available. 


+ Data from county level, not city alone. 


ditor’s Note: This article by Dr Selwyn has 
been considerably shortened and edited to 
meet the objectives of this issue of CONTACT. 
For further information on sampling methods 
and for details on the actual results obtained 
from the survey and evaluation done in 


Colombia, contact Dr Selwyn directly at: 


The University of Texas 
School of Public Health 

P.O. Box 20186 

Houston, Texas 77025, USA. 
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NON-GOVERNMENTAL ORGANIZATIONS AND PRIMARY HEALTH CARE 


In preparation for their participation at the International Conference on Primary Health Care, organized by WHO 
and UNICEF, held from 6-12 September 1978 at Alma-Ata, USSR, non-governmental organizations (NGOs) came 
together over a two-year period to develop a position paper on primary health care (PHC). This paper was presented 
at that conference and copies made available to all governmental delegations. In the interest of making this text 


more widely available, we reproduce it here. 


I. INTRODUCTION 


This paper presents the concern and involve- 
ment of non-governmental organizations with 
issues of health and development. It identifies 
the range of that commitment and what is 
needed to translate it into action. It is, however, 
neither a definitive description nor a complete 
list of all the programmatic aspects of primary 
health care. Instead it identifies aspects now 
requiring greater emphasis and understanding 
and contributions which the non-governmental 
Organizations are able and ready to make in 
order to achieve primary health care objectives. 


Non-governmental organizations endorse the 
present WHO/UNICEF concept of primary 
health care. They accept as a fundamental 
starting point that health care for the preserva- 
tion and promotion of health is one of the 
most basic human rights, as declared in the 
Universal Declaration of Human _ Rights: 
“Everyone has the right to a standard of 
living adequate for the health and well-being 
of himself and of his family, including food, 
clothing, housing and medical care and 
necessary social services, and the right to 
security in the event of unemployment, sick- 
ness, disability, widowhood, old age or other 
lack of livelihood in circumstances beyond his 
control”. (Article 25) 


Il. THE HISTORICAL ROLE OF NGOs 


Non-governmental organizations have a long 
history of active involvement in the promotion 
of human well-being. They possess certain 
strengths and characteristics which enable them 
to function as effective and dynamic agents in 
this process. They have exhibited a special 
Capacity to work within the community in 
response to expressed needs. They provide 
important links between the community and 
government. They have a flexibility and freedom 
to respond in innovative and creative ways 
to a wide range of requests and situations. 


Their programmes, ranging from research to 
community-based projects, cover the wide 
spectrum of human concerns and often pioneer 
in the fields of health and development. NGOs 
include the strictly professional, specialized 
and technical organizations, broadly-based 
associations of persons or groups organized 
for a particular purpose (e.g., information and 
service activities, educational institutions and 
associations, social welfare organizations, reli- 
gious groups, women’s organizations, youth 
groups, trade unions, family planning associa- 
tions, etc.), and agencies engaged in varlous@m 
types of self-help economic and social develop- 
ment programmes. Many are linked in interna- 
tional federations or associations. 


In most countries there are national and/or 
local citizens’ movements, self-help groups, 
cooperatives, and other associations, some 
organized on a tribal or ethnic basis, others to 
meet special needs. 


In the field of health, NGOs have long helped 
to set standards for practice, training, and 
continuing education and to define the role of 
health workers in national programmes. Others 
have concentrated on a particular disease or 
activity (e.g., cardiovascular diseases, leprosy, 
tuberculosis, programmes for the disabled). 


The diverse programmes and competencies of 
numerous organizations, not directly involved 
in health care, also contribute in one way or 
another to total human development. They 
include projects to improve nutrition, food pro- 
duction, and housing, provide safe water, 
promote literacy, provide educational and other 
instructional materials, further community devel- 
opment, provide training in a broad range of 
skills, protect the environment, etc. In short, 
they are helping to create conditions conducive 
to the protection, promotion and maintenance 
of health and the prevention of illness. 


Recent years have seen a growing capacity of 
non-governmental organizations to develop 
patterns of cooperation among themselves, 
locally, nationally, and internationally, for con- 
sultation and exchange of information, or for 
joint action. 


lil. PRIMARY HEALTH CARE AND 
DEVELOPMENT 


1. Integrated Human Development 


Non-governmental organizations support the 
view that the promotion of primary health 
care must be closely tied to a concern for 
total human development. The totality of human 
development, and in fact, a holistic view of 
health encompasses the physical, mental, social, 
and spiritual well-being of the individual. IIl- 
health comes to rich and poor alike. However, 
much ill-health is a result of poverty and in 
itself is a serious barrier to breaking out of the 
bondage of poverty. Thus substantial improve- 
ments in the well-being of people cannot 
be expected merely as a result of better 
health care, but require a whole range of 

ocial, economic, political and cultural activi- 
@.; i.e., primary health care must be an integral 
part of the overall development of society. 


Human development cannot be fragmented. 
Social and economic factors are closely inter- 
related and interdependent. It is not enough, 
for example, to disseminate health and nutri- 
tion education if land tenure and _ utilization 
preclude the production of adequate food for 
local consumption. It is futile to promote a 
health insurance scheme if employment oppor- 
tunities are so limited that participation is 
beyond the reach of many. Provision of a 
source of clean water ta a community will 
have impact on water-borne diseases only in 
so far as the community is educated in its 
use and management. 


e Community Participation 


The integrated approach to human develop- 
ment embodies a concern for “people” rather 
than merely “economic growth”. It takes into 
account the needs and aspirations of the popu- 
lation and aims at providing the community 
with the means to promote its own well- 
being and to participate in its own health 
care. All factors that improve the quality of 
life must be integrated and made available. 
Meeting community needs is the basis for 
the design and implementation of any primary 
health activity. It calls for the involvement of 
community members at all stages of planning 
and implementation of such activities and, in 
satisfying those needs, promotes a confidence 
within the community for further involvement 
in development activities. Initiation of health 
care services often provides the opening wedge 


for a broader approach to community develop- 
ment. Efforts to secure the fullest possible 
participation of the community in all aspects 
of this process are dictated not merely by 
considerations of economy and efficiency but 
by the conviction that this is an enhancement 
of the individual, a necessary part of achieving 
a basic human right which is_ presently 
unattainable in conditions of poverty. Where 
the patterns of poverty, dependence, and 
marginalization are engrained, a motivational 
process is needed to create awareness in 
those who believe there can be no change, 
that possibilities in fact do exist for change. 


There are several approaches to health care 
and none is universally applicable. The appro- 
priate form of primary health care will vary 
with the differing needs of the community. 
There should be a rational balance among the 
Curative, preventive, promotive, and reha- 
bilitative components. Education of the commu- 
nity is essential for maximum use of the 
“primary” approach and for increasing the 
responsibility of individual families for their 
own health care, such as well-informed self- 
medication, and modification of life-styles. 


Ample opportunities for a self-sustaining style 
of health care can be realized by relating the 
health care system to other community develop- 
ment programmes, such as fishing and farming 
cooperatives, credit unions and_ insurance 
schemes. Overfinancing of primary health care 
is as serious a problem as underfinancing. It 
tends to create unsustainable structures and 
institutions, and to reinforce patterns. of 
dependency. Levels of external assistance must 
be appropriately limited in order to promote 
the self-reliant use of local resources. 


IV. WHAT NGOs CAN DO 


1. At all stages in the development of primary 
health care programmes, NGOs can _ be 
effective. Recognition by government of 
the contributions NGOs can make in support 
of primary health care will ensure maximum 
benefits of these contributions to the national 
health programme. 


2. NGOs can work for GREATER UNDER- 
STANDING and positive attitudes toward 
primary health care by: 


(a) promoting dialogue both within and 
among NGOs; 


(b) sustaining dialogue with governmental 
authorities; 

(c) providing information and creating new 
ways of explaining primary health care 
to the general public; and 

(d) strengthening means of communication 
to accomplish this. 


3. NGOs can assist VAT/ONAL POLICY FOR- 
MATION in the areas of health care and 
integrated human development. They can 
present health care needs based on their 
contacts with communities, and they can 
also interpret primary health care plans to 
relevant donor agencies. 


4. NGOs can establish means for greater 
COLLABORATION AND COORDINATION 
of primary health care activities. This can 
be done among NGOs, and between them 
and governments, locally, nationally and 
internationally. 


5. NGOs can contribute to primary health care 
in many ways’ through PROGRAMME 
IMPLEMENTATION. They can: 


(a) provide assistance to develop and/or 
strengthen local NGO capabilities and 
activities with particular attention to 
local community development groups. 

(b) conduct reviews and assessment of 
existing health and development pro- 
grammes and assist communities in 
the exercise of their own role in such 
reviews. A greater emphasis’ on 
evaluative techniques will render all new 
programmes more accountable to real 
community needs. 


(c) develop innovative programmes placing 
primary health care in the context of 
comprehensive human development. 

(d) ensure that their existing. programmes 
and new initiatives promote full partici- 
pation by individuals and communities 
in the planning, implementation, and 
control of these programmes. 

(e) expand their training efforts to respond 
to the needs of primary health care 
programmes, eé.g., training of health 
workers, supervisors, administrators, 
planners and various agricultural and 
development workers. Included would 
be training schemes which build on 
the skills of traditional healers and 
midwives. 

(f) extend their efforts to develop locally 
sustainable and appropriate health 
technologies and use of resources, with 
particular attention to energy, wate 
agriculture, sanitation and medical care. 

(g) contribute to the creation of new and 
effective methods of health education 
which enable both individuals and 
communities to assume _ greater 
responsibility for their own health. 

(h) recognize the essential role of women 
in health promotion and in the full 
range of community development 
concerns. 

(i) further extend their capacity to work 
with poor, disadvantaged, and remote 
populations, enabling them to break the 
cycle of deprivation, and in this way 
contribute to the search for greater 
social justice. 
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NEW PUBLICATIONS 


Ever wonder what the World Council of 
Churches is all about? Are you curious to 
know how it relates to its member churches 
and what its programmes are? Two new 
publications, just released, may help. 


What in the World is the World Council of 
Churches? puts into 86 pages a clear narrative 
of the ecumenical streams that gave rise to 
the WCC 30 years ago, tells about these first 
30 years and takes a look at the future. Included 
are informative appendices on its organization, 
members and programme details. Cost Sfr. 7.90. 


The World Council of Churches by Alan A. 
Brash. This is a 36-page booklet compiled 
by Dr Brash at the time of his retirement from 
his post of Deputy General Secretary of the 
WCC. This too is a packed little volume, giving 
details on the origins and growth of the 
Council as well as its programmes, all from the 
very personal perspective of someone who has 
been involved for many years. Cost Sfr. 2.50 


Send enquiries to: 


WCC Publications or WCC New York Office 
150, route de Ferney 475 Riverside Drive 
1211 Geneva 20 New York, NY 10027 
Switzerland USA 


